There was a total of 10 Grade II lesions, 2 on the patella (Fig. 5) 
Meniscal lesions
Meniscal pathology was apparent in some of the cadaver specimens and the patients (Table 2) . A total of five meniscal tears was created in the five cadaver knees; all were peripheral nondisplaced detachments greater than 2 cm in length. Of the five detachments, three were identified on the MRI scans with no false positive readings. The sagittal sections provided the best visualization of the peripheral meniscal detachments with coronal views adding more information. Fluid within the knee joint helped to identify the tear due to the high contrast between fluid and meniscal tissues.
The patient population had a total of four meniscal tears identified at arthroscopy. Of these four lesions, one was a peripheral displaced tear in a 9 year old with a discoid lateral meniscus (Fig. 6) factor when the defects are narrower than the section width. Three of the four missed defects in the cadavers were less than 6 mm in width. Only one defect larger than 5 x 2 mm deep (5 mm) was missed.
We chose not to use the previously described MRI technique (Beltran et a1.4) for knee imaging because the T2 weighted images on our scanner gave us the best tissue contrast, particularly in visualizing hyaline cartilage.
While it was not our intent to document meniscal, ligament, or bone defects, several findings were noted. Three of five peripheral meniscal detachments larger than 2 cm in the cadavers were detected. There was one false positive lateral meniscus tear in the patient group which, in retrospect, represented the popliteus hiatus. One peripherally detached and centrally torn discoid lateral meniscus was correctly identified. Our high number (four) of false positive scans suggesting meniscal tears is at least in part related to our scanning technique as well as the limited experience of the investigators.
The PCL was routinely visualized (Fig. 7B) . The one torn PCL was correctly identified. The oblique sagittal images needed to optimally image the ACL (Fig. 7A) were not always obtained. Position changes such as hyperextension could have been used to help identify pathology in the cruciate ligaments. Since an intact appearance on a scan could not rule out an intrasubstance failure of the cruciate, this was not pursued.
Changes in the cancellous and cortical bone adjacent to several hyaline cartilage defects were seen in the patient population. Subchondral cysts were easily identified. Intensity differences in cancellous bone were sometimes noted adjacent to the hyaline cartilage defects. These increases in intensity on T2 weighted images are difficult to interpret since the scans were obtained after the defects were drilled at arthroscopy. This could represent edema related to the hyaline cartilage defect or possibly a reactive change in cancellous bone resulting from the drilling. We intend to continue monitoring these changes with serial scans.
In the future, we hope to improve the accuracy of MR imaging of the knee. Faster image acquisition, off-axis gradient selection, higher spatial resolution, different pulse sequences, better imaging coils, and additional experience will undoubtedly advance this goal. Because 
